Accessory fissures that separate aberrant lung lobes are not only interesting anatomical observations, but also have a definite importance as they may cause diagnostic confusion in radiological and pathological evaluations. In the case reported here, a rare type of separation of the left lung by an unusual fissure is described. The left lung of a 67-year-old Caucasian female cadaver showed an accessory fissure that crossed the mediastinal, apical and anterior costal surfaces. The aberrant fissure separated the organ into a small upper-medial-anterior lung lobe (lobus minimus) and a much larger aberrant lobe (lobus magnus). At the pulmonary hilum, the artery, vein and bronchus of the small aberrant lobe were clearly identifiable. During analysis of radiological images such as X-ray and computed tomography, the existence of such aberrant fissures and lobes have to be known in detail in order to separate between simple anatomic variation of the lungs and a number of lung pathologies including scar, pulmonary bulla, atelectasis or even mediastinal mass.
Introduction
The smooth and shiny outer surface of the lungs is typically interrupted by deep clefts called interlobar fissures that separate the major lung lobes. [1] Commonly, there are two lobes of the left lung which are separated by the oblique fissure (left major fissure) and three lobes of the right lung separated by the oblique (right major) and transverse (minor) fissures. [1] During routine anatomical dissections of human cadavers, different pathologies can be observed including tight adhesions between the interlobar surfaces that may hamper identification of the lung fissures and lobes. In some rare cases, there might be an aberrant congenital lung division with the presence of incomplete, missing or even additional lung fissures. [2] In clinical practice, such accessory or aberrant lung fissures may be misinterpreted as lung pathologies on X-rays and CT scans of the chest. [2] Herewith, we present an interesting case of aberrant lung fissure separating the left lung into two unusual lobes, with an emphasis on the anatomical basis of this anomaly and its possible significance in clinical practice.
Case Report
After completion of the routine anatomical dissection of the thoracic wall of a 67-year-old Caucasian female cadaver, the heart and lungs were removed. The removal of the left lung was complicated due to pleural adhesions on the dorsal aspect of its costal surface that caused some tearing of the lung parenchyma. Careful examination of the left lung revealed the presence of an accessory fissure that separated the organ into two aberrant lobes in quite different sizes. The aberrant fissure was well seen on the apical, anterior costal and mediastinal surfaces of the lung (Figures 1a-c) . This unusual fissure started above the pulmonary hilum on the mediastinal surface and ascended to the apex splitting it into an anteromedial and a posterolateral part. Then, the fissure descended vertically along the anterior costal surface, parallel to the anterior border in a slightly curved direction with a lateral convexity. Nearing the midpoint of the anterior border, the aberrant fissure turned back and reached the anterior part of the pulmonary hilum. Thus, the aberrant fissure separated a small upper-medial-anterior lung lobe (lobus minimus) from a much larger aberrant lobe (lobus magnus). The latter was probably composed of the fused lower-posterior part of superior lobe and the inferior lobe. A short secondary fissure split the anterior border of the small aberrant lobe. The cardiac notch belonged to the large aberrant lobe with the lingula clearly visible. The usual oblique fissure was not observed in detailed examination of the costal surface as well as the dorsal aspect of the left lung. At the left pulmonary hilum, the main structures to the aberrant lobes (lobus minimus and magnus) were clearly identifiable. Well separated pulmonary artery, vein and bronchus to the small upper-medial-anterior lobe were observed (Figure 2) . Also, examining the surface of the heart atria, a well separated small orifice for the pulmonary vein of the aberrant small left lobe was identified (Figure 3) . On the right side, there were also pleural adhesions around the lung, but after its removal from the chest, three lobes separated by the usual two fissures were observed. 
Discussion
Anatomically, an "accessory" lung lobe is a part of the lung that is separated by an "accessory" fissure. [2] Despite its name, the accessory lung lobe does not provide an extra tissue to the lung; it is a result of an unusual congenital separation of the primary bronchial bud. [3] The accessory lung fissures can be found in up to 50% of lung specimens, but are less frequently demonstrated on radiographs and CT scans. [2, 4] The most common accessory fissures of the lung are the inferior accessory fissure which separates the medial basal segment (S VII), the superior accessory fissure which separates the superior segment (S VI), the left minor fissure which separates the lingula (S IV and S V), and the azygos fissure that demarcates the azygos lobe of the right upper lobe. [2, 5, 6] A number of other rare aberrant fissures are also described in the literature. [2, 7, 8] The accessory lung fissures usually exist between the bronchopulmonary segments that are otherwise normal. [2] The azygos lobe in the right upper lobe, however, does not correspond to a cleft between segments; it is a result of abnormal disposition of the azygos vein during embryonic development. [5] Considering the normal segmental anatomy of the left lung and the territories of the usual bronchopulmonary segments, [9] the small aberrant upper-medialanterior lobe (lobus minimus) described in our case is probably composed of the apical segment (S I) and the ventral part of the anterior segment (S III). The large aberrant lung lobe (lobus magnus) is composed of the segments S II, dorsal part of S III and S IV -S X. The incidence of this accessory fissure and corresponding lobes is difficult to estimate. We have observed only one case in over 100 dissected bodies, suggesting the incidence is less than 1%. In their detailed study, Berkmen et al. [7] also found accessory fissures of the left upper lobe very rare.
The accessory lung fissure appears as a thin white line on the chest radiography resembling the normal lung fissures except for their unusual location. [2] On CT scans in different planes, accessory fissures and accessory lobes may be examined in detail. [2, 7, 8] Sometimes, however, the radiographic image of an aberrant fissure can be mistaken for a scar, the wall of a pulmonary bulla or a pleural line made visible by pneumothorax. [2] The accessory fissure may serve as a barrier to the spreading infection. In such cases of pneumonia of the accessory lobe, the well separated lobe may be confused with atelectasis, consolidation of the lung parenchyma or even mediastinal mass. [2, 8] 
Conclusion
It is important to recognize the presence of accessory lung fissures and lobes to detect them on radiographs or CT scans. This is in order to separate them from other lung pathologies including such as scar, pulmonary bulla, atelectasis or even mediastinal mass. This report presents a rare case of an aberrant anterior lobe and unusual accessory fissure of the left lung.
